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ealthComp

Tlhird FParty Acdministrators

Sept@mber 12’2007 P.O. Box 45018, Fresno, CA, 93716-5018

Phone 559.499.24350

City of Lemoore

Attn: Risk/Liability Department

119 Fox Street

Lemoore, CA 93245

Re:  Our Claimant: Lois Atwell-Miranda
Date of Birth: 02/15/54
Date of Injury: March &, 2007
Plan Participant: Lois Atwell-Miranda
Group Name: Tachi Palace Hotel & Casino, #355
Policyholder: Russel Jess Giron
NOTICE OF LIEN

Dear Risk/I.iability Department:

We have been advised that your company may provide coverage for Russel Jess Giron who is the
responsible party regarding the injuries sustained by Lois Atwell-Miranda in the MVA of March
g, 2007.

HealthComp is the Administrator of medical benefits for the Tachi Palace Hotel & Casino
Benefit Plan. This is a self-insured plan administrated in accordance with the provisions of
ERISA, and there is a provision that requires reimbursement of benefits in the event of a
responsible third party.

We ask that you reimburse the Plan for benefits issued as a result of this incident. To date,
we have received claims totaling $6,608.77. Enclosed please find a spread sheet to show the
accounting for these claims. Please let this document serve as verification of our reimbursement
request.

Please notify us prior to settling so we may advise you then of our tofal lien amount. A self-
addressed envelope is enclosed {or your convenience,

Thank you for assisting our plan participant to carry out the terms of her health plan regarding

the third party reimbursement provisions. If you have any questions, please contact our office at
(800) 442-7247 Ext. 2403 or fax to (559) 499-2458.

Sincerely,

Bernie Torrejos
Third Party Liability Dept.
HealthComp Administrators

cc: Lois Atwell-Miranda
Acclamation Insurance Management Services (AIMS)

Enclosure
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